Introduction
Equity of access to services and in health outcomes are key goals of Primary Health Care (PHC) (World Health Organization, 1978) A review of PHC service evaluations in South Australia (Jolley et al., 2007) found that although equity was a central concern of PHC services it was seldom explicitly evaluated. Additionally, PHC evaluations largely focus on only single programs rather than the whole of the service (Hurley et al., 2010) . This study considers PHC services' strategies to address equity at the whole of service level as a first step towards establishing methods for evaluating the equity performance of PHC services.
Health system responses to equity can range from perpetuating social inequities in health and unequal power relations, through to acting to reduce health inequities by, in part, reducing their causes (Marmot, 2007) . Equitable health care access is an important, though not exclusive, determinant of health equity (Commission on Social Determinants of Health, 2008) . It is, as Whitehead and Dahlgren (2006, p. 8) noted "an important one for the health sector to tackle directly -to put its own house in order" and to take a stewardship responsibility for pursuing health equity measures in its own and other sectors (Baum et al., 2009) .
Inequities in access to health care have long been identified and are well described (Whitehead and Dahlgren, 2006) . In Australia, there is evidence of inequitable access to health care according to socio-economic status, gender, and ethnicity (Harris and Furler, 2002; Ward, 2009) . To tackle inequitable access, health services must improve the 'potential access' of those most in need to achieve 'realised access', where they actually use the service (Aday and Anderson, 1981) . Thiede et al (2007) outline three dimensions of access: availability (having services available at the right place and time); affordability (free/ low cost services, including associated costs such as transport, taking time off work); and acceptability (including but not limited to cultural acceptability). Equity in health care access can be conceptualised in terms of both 'horizontal equity', focusing on providing equal access to everyone at a particular level of need, and 'vertical equity', focusing on providing most access to those with the greatest need (Ward, 2009 ).
In addition to equity of access, PHC, as a component of, or approach to health systems organisation and delivery, has been explicit in its goal of contributing to greater health equity through action on the social determinants of health, often through advocacy and intersectoral collaboration (Baum et al., 2009) .
There is little published data on the way in which PHC services address inequity in access and health outcomes. In the current study, PHC service managers and practitioners, health service executives and departmental funders were interviewed to examine how the services were addressing health inequity.
Methods
Semi-structured interviews were conducted by the research team with managers, practitioners, and administration staff, and South Australian funders and regional health service executives (N = 68). Data collection was part of a larger project to design program logic models for six PHC services to evaluate the effectiveness of Comprehensive PHC.
The sites ranged from longstanding examples of PHC to newly emerging models, and included an Aboriginal Community Controlled Organisation (Congress), a sexual health non-government organisation (SHineSA), and four services directly managed by government. The characteristics of the sites are summarised in Table 1. [Insert Table 1 about here] At each site, 7-15 semi-structured interviews (depending on the size of the service)
were conducted in 2009-2011. The total mix reflected the spread of disciplines employed across the sites and included dietitians, occupational therapists, speech pathologists, psychologists, social workers, Aboriginal Health Workers, medical officers, lifestyle advisors, nurses, and counsellors. In addition, six regional health executives and two representatives with responsibility for PHC services from the central health department were interviewed.
Interview schedules were developed by the research team and piloted on three practitioners and one manager. Participants were asked to assess how well their service was doing in achieving equity of access and reducing health inequities. The research team employed thematic analysis, using NVivo to organise coding. Codes were discussed and revised during regular team meetings. Findings were fed back to participants at staff meetings and to investigators and stakeholders at project meetings, and interpretations discussed.
Results
We identified three strategies that services employed to reduce health inequity: 1) Ensuring equity of access to their service 2) Facilitating access to wider health care 3) Addressing the social determinants of health inequity in their local community.
1) Ensuring equity of access
Equity of access was endorsed by all respondents as a principle that should underpin health services. Understandings of equity of access amongst the non-Aboriginal specific services emphasised vertical equity, focusing on prioritising those most in need.
Providing Aboriginal health services is clearly a strategy in itself targeting health inequity between Aboriginal and non-Aboriginal Australians.
Vertical equity was emphasised in relation to the limited resources available to the publicly funded services: Implicit in many responses was the argument that by prioritising and working with those most in need, the service acted to reduce the social gradient of health inequities. For SHineSA, this extended to giving "positive priority to those doctors, nurses, community health workers, teachers that are actually working with our communities of interest" when supporting schools or conducting workforce training. The service was also conducting a review to increase access to their clinical services by communities of interest, who they had identified as having the most sexual health need. Only the two NGOs, Congress and SHineSA, extended their service provision to rural/regional areas.
All services were consciously addressing equity of access, employing a range of strategies and noted factors that impacted on service's ability to affect health equity, including community characteristics, structural, and resource barriers (see Table 2 ).
[Insert Table 2 about here] It was widely acknowledged that the availability, affordability, and acceptability strategies listed in Table 2 
Engagement.
In grouping the strategies according to Thiede et al's (2007) The other services also strived to empower and encourage a sense of ownership amongst their community, for example: "There's a high degree of ownership that that community then has over the service.
It can have some very positive implications in that the community feel very
comfortable when accessing the service and they feel quite supported in accessing it, and our community will really grow with the service." Practitioner.
One worker at Congress articulated how complex engagement was, cautioning against unrealistic expectations ("episodic engagement is actually quite normal"), and noting that it can vary within services and teams: Space for engagement. The interviews were conducted during a state of considerable restructuring in the South Australian health care system. Although equity has featured prominently in the aims of strategic plans and reform documents, the reforms and current priorities of the health system were perceived as reducing potential for the engagement strategies that allowed services to achieve equity of access. Relatedly, the rollout of individual focused programs for self-management of chronic conditions was a concern to some practitioners who felt the approach did not suit everybody and ran the risk of shifting inappropriate responsibility onto the client: Lastly, state and federal investments into new infrastructure meant that some services were moving into new premises. This generated mostly positive sentiment, given for most it meant moving from old buildings to new, purpose-designed facilities. However, there were some potentially negative implications for equitable access. One of the most important strategies to some managers was positioning their service strategically in areas of disadvantage. SHineSA had moved their premises from a more affluent suburb of metropolitan Adelaide to a more disadvantaged suburb. Similarly, the site for one of the government managed services had been selected after the suburb was identified as one of the lowest SEIFA/high need areas in metropolitan Adelaide. Some of the staff and services from this site were moving to a new, more centrally located "GP Plus Health Care Centre" (see Government of South Australia, 2007) , and some feared that this may reduce accessibility for their current clients, as one said: It was common for workers to describe a core of very hard to reach people who were particularly disconnected, disadvantaged, or have particularly chaotic lives:
"I don't think you'd ever reach that 5-10% population that would be at most need"
Practitioner.
"The ones that aren't coming are the ones that perhaps need it the most. But trying to engage them when their lives are so chaotic is actually really challenging, and
we're trying to still work out ways of doing that" Practitioner.
2) Facilitating access to health care
Facilitating clients' access to health care and supporting clients to navigate the health system was particularly emphasised by the government managed Aboriginal health service as a key principle of their work:
"The Aboriginal community people have a right to access all of these health services that are within [health service] and our role is to ensure that we facilitate and encourage our Aboriginal community people to access all of these Primary Health
Care services that are established within our service." Manager.
Aboriginal Health Workers acted as cultural brokers with other health professionals, accompanied clients to appointments, provided transport for clients to attend appointments, advocated on behalf of the client to other services, and held regular events such as lunches which gave people opportunities to get to know service staff and become comfortable with using the co-located services.
This principle was evident at the other services. Although most interviewees noted that their disease prevention and health promotion work aimed to reduce future hospital demand, a few also noted the importance of facilitating greater access to health care, including hospitals: "I think we should be putting more demand on the hospitals. If our clients actually had full access to the health care that they're entitled to I think there would maybe be more demand on the hospitals because a lot of our clients don't attend as much as they probably should or could." Practitioner.
3) Addressing the social determinants of health inequity
Interviewees were able to point to the need for strategies beyond access to promote health equity, for example:
"I think equity's important, I don't think it's just about access. About really thinking through those who have the highest needs, the most vulnerable and what kinds of services and programs and policies and so on would meet their needs. … Often we don't know how equity will be achieved, or it'll be achieved by broader determinants." Departmental funder.
This broader understanding of health equity outlines the need for action addressing the social determinants of health inequities. While less common than efforts concerning equity of access, there were examples at all services of strategies that aimed to reduce health inequities in their area.
The government managed services appeared less able to act on the social determinants of health inequity compared to the non-government services. This appears to be largely due to the curtailment community development and advocacy roles in the government-managed services and the move to more central control of these services: Nevertheless, examples of actions on health inequity at the government-managed services included programs tackling food security, peer education groups for Aboriginal mothers, and outreach to schools or childcare centres in areas of high disadvantage. It was also evident that workers took account of the ways in which social determinants affected their clients' health and tried to provide support in regard to these determinants:
"So while it might not be that we're actively involved, necessarily, in being able to influence those social determinants of health directly ourselves, often it is about linking people in with services that could assist them with that … It's definitely something that I'm very mindful of, I suppose, in working with families -that we can't be working at this level if actually there's a bunch of things going on at this level that make it very difficult for somebody to live a healthy kind of lifestyle."
The two non-government services reported greater autonomy and pursued advocacy on a higher scale, citing examples of shaping policy or promoting community debate, and were able to undertake more social action, such as sexual health awareness weeks, advocating to increase the unit price of alcohol and promoting and supporting primary health care and Aboriginal community controlled health organisations. It may be that the size of these organisations, as well as their non-government status, provides this scope for action: "I think because we're so large we are often in a position to do something about a lot of things. But then clearly on the bigger social determinants, we are often limited more by our own vision and how we prioritise work than anything else." Practitioner,
Congress Discussion
The services acted to reduce health inequities through increasing equity of access, facilitating access to other health care, and to a limited extent, addressing the social determinants of inequities. The findings demonstrate strengths and shortcomings in current PHC responses to inequity.
There were mixed perceptions of the extent to which services reached those with the greatest need and contributed to reducing health inequities. Structural, resource, and local community factors were cited as enabling or limiting equity of access and opportunities to take action on the social determinants of health and health inequities.
Many of the respondents were aware of the dilemmas their services faced in striving to reduce health inequities.
The Commission on Social Determinants of Health (2008) stressed the need for action on the health gradient as well as a focus on disadvantaged groups in health equity policy. We found that the services focused on vertical equity, concentrating on the most disadvantaged groups, and were less able to act to more broadly flatten the gradient. This focus is also found in the National PHC policy and other policy initiatives of the Commonwealth governments, most notably the Closing the Gap policy in Indigenous health outcomes and the Social Inclusion agenda's focus on the 5% of extremely disadvantaged Australians (Australian Social Inclusion Board, 2011) . Universal access to PHC services is important and Medicare does go a long way to achieving this for primary medical care, but is less evident for comprehensive PHC services which are limited by underfunding. Our study found that the state managed services are unable to offer a universal service to a geographical area and increasingly have to target those most in need.
For Aboriginal populations, Congress is able to offer a population-based, universal service that offers many benefits in achieving equity of access and going some way to improving the broader determinants of health. Its budget had also increased significantly in the past few years, reflecting policy commitment to reducing the gap in life expectancy between Aboriginal and other Australians. Outside the non-government services we found few examples of action on the social determinants of health inequity.
Tackling the availability, affordability, and acceptability dimensions of access can improve equity of access but still require those most in need to use the service.
Engagement with the community, through publicity, promotion, and awareness raising activities can familiarise community members with the service, and encourage a sense of ownership over the health service amongst the community. These engagement strategies were seen as critical in translating potential access to realised access. The power of community engagement was demonstrated most strongly with the community controlled management model of Congress which certainly appears to be crucial to equity of access for that service. In the government sector, these strategies were under some threat from current health reforms which appear to have few strategies to engage marginalised, high need populations.
Our study highlights the benefits of taking a whole of service approach to the evaluation of equity, and indicates scope for a broader and more comprehensive role for PHC in addressing health inequities. In particular, there are two areas of interest in light of current health reforms. Firstly, government managed services should be better supported and provided with greater autonomy to engage with local communities. Both the Local Health/Hospital Networks and Medicare Locals are to have local governance and a measure of local autonomy, and this may increase the ability to engage with local communities, especially if the governance allows for meaningful community participation.
Secondly, equitable health care access is only one part of the health equity goal.
The PHC sector has great potential to contribute to intersectoral action on the social determinants of health inequities. Only by tackling the causes of health inequities as well as ensuring equitable health care will health inequities in Australia be reduced. There appears to be little in the Local Health/Hospital Networks and Medicare Locals plans to support an evolving role in action on social determinants. We conclude that health equity would be well-served if these regional bodies were given health equity targets for their regions that they were responsible for reporting on with new, comprehensive data systems.
This would encourage them to lead concerted whole of government action at a regional level using models such as the South Australian Health in all Policies approach (Kickbusch et al., 2008) including local government and building on existing health promotion initiative such as the OPAL project in South Australia and the Alice Springs Transformation Plan in the Northern Territory. 
